Temporal trends in physical and sexual abuse of children within a geographically defined area were examined, and cases of suspected sexual abuse referred to paediatricians during 1984 were studied in detail. After remaining static for four years referrals due to all types of abuse trebled between 1979 and 1984, and referrals due to sexual abuse increased from none to 50 a year. In 1984, 50 children (39 girls) aged 1-16 were referred because of possible sexual abuse. Abuse was confirmed or considered to be likely in 30 (28 girls). The perpetrator was a male relative or family friend in 17 cases and a man participating in a child sex ring in seven cases. Physical examination often did not show anything remarkable, but three girls had venereal infections.
Introduction
The recognition of child abuse as a major problem in paediatrics has led to increased reporting of sexual abuse of children. Advances in diagnosis, management, and, perhaps more importantly, prevention have followed, with North America leading the way. In the United Kingdom there have been few studies of sexual abuse, and in many areas adequate strategies for its management are either nonexistent or only just evolving. Prevention is likely to prove the most effective form of intervention. Before such measures are accepted as necessary, however, increased awareness of the scale of the problem by both the public and professionals will be required. This will inevitably lead to increased recognition of sexually abused children, who will need investigation and treatment. To determine the implications for the health service I examined cases of possible sexual abuse of children referred to paediatricians within a defined geographical area.
Patients and methods
Cases of suspected child abuse or neglect referred to paediatricians in Leeds are examined by a medical member of the child abuse team. Details of each case are recorded in a daybook, and, in addition to the hospital notes, a confidential medical report is produced. Details of all cases of possible physical abuse, neglect, and sexual abuse were obtained for the years 1976-85. In addition, the records of children referred in 1984 because of suspected sexual abuse were analysed in detail. Information on children who had been sexually abused and referred for treatment during 1984 was obtained from the departments of child psychiatry and psychological medicine. For comparison, cases of possible sexual abuse of minors notified to the police during the same year are reported. Table I shows the number of children referred to the child abuse team because of possible neglect or abuse during each year from 1976 to 1985. TABLE I-Numbers of referrals because of sexual abuse, physical abuse, and neglect, 1976-85 1976 1977 1978 1979 1980 1981 1982 1983 1984 1985 Sexual abuse 3 5 7
Results
9 50* 161t Physical abuse and neglect 38t 88 86 86 110 189 188 208 231 332 the abuse team from 1979 to 1984 was accompanied by a dramatic increase in the number of cases of sexual abuse. Though referred cases of physical abuse and neglect rose steadily, referred cases of sexual abuse increased much more rapidly.
In 1984, 50 children from 40 families were seen because of possible sexual abuse. They comprised 39 girls and 11 boys, age 1-16 (mean 8-6 years). Seven of the children were in the care of the local authority at the time the abuse occurred, and three had previously been in care.
Patterns of referral were varied. The person or agency initiating referral was usually the mother (11 cases), the child (seven), or the social services (10) (table II) . Other agencies referring patients included the police, the probation service, children's homes, the gynaecology department, and general practitioners. No referrals were received from or through schools.
Chains of referral were often long, averaging 1 7 "steps" per child (range 1-4 steps). Of the 50 cases of possible sexual abuse referred in 1984, 30 were confirmed or probable and in 20 suspicions of abuse could not be confirmed (18 cases) or proved to be incorrect (two). Most (28) of the patients in whom sexual abuse was confirmed or considered to be likely were girls (table III) . Fondling or masturbation, or both, were the commonest offences and were generally committed by the girl's father, a male relation, or a cohabitee of the mother. Unlawful sexual intercourse was almost as common, and the perpetrator was usually known to the child. In seven cases the girls had participated in a child sex ring; the activities reported included fondling, masturbation, sexual intercourse, and child pornography. Over 100 schoolgirls and 11 men, who in some cases were known to each other, participated in the sex rings. Of the 20 children seen because of unsubstantiated suspicion of sexual abuse, nine were boys and 11 girls (table IV). Boys were usually referred because of definite sexual abuse of a sibling or because of an alleged homosexual contact. Girls were referred because of allegations of fondling by their father, genital injury, allegations that sexual abuse might have occurred, or possible sexual activity with under age boys.
Physical examination was performed and clinical findings recorded in 26 of the 30 cases of definite or probable sexual abuse (table V). In 10 girls there BRITISH MEDICAL JOURNAL VOLUME 292 26 APRIL 1986 were no abnormal findings on physical examination and no evidence of vaginal dilatation; two others had minor local trauma without vaginal dilatation. Eleven girls were considered to have moderate vaginal dilatation (introitus diameter 0-5-0-9 cm in the horizontal plane), accompanied in two cases by local trauma and in four cases by an abnormal discharge. There was more pronounced dilatation in two girls, one of whom had a vaginal trichomonas infection. Two of the girls with no abnormal physical signs had gonococcal infections. There were no other venereal infections. One of the two boys had a dilated anus; the other was not examined. In none of these 30 definite or probable cases were there other injuries suggesting physical abuse, apart from occasional minor bruising. Two boys and 23 girls were offered and received treatment from the departments of child psychiatry and psychological medicine. Referrals were usually initiated by paediatricians (11 cases), social services (six), and general practitioners (four). Abuse tended to be longstanding and to have occurred within the family, the perpetrator being the father or stepfather in 14 cases and a male relative in a further four. Table VI shows for comparison cases of suspected sexual abuse of children reported to the police in 1984. Most cases reported were successfully investigated by the police, who were satisfied that in all but two cases the reported offence had been committed. Almost half of the reports of sexual offences resulted in prosecutions, and in many other cases the offender was cautioned.
Discussion
The number of cases of child abuse referred to this department has increased considerably since 1979. This is probably due to two factors. Immediately after the initial investigation has been completed support and advice should be given to the child and family. This "first aid" is particularly important for the small number offamilies who subsequently refuse further help. It should include a simple explanation of events, emphasising that the fault lies with the adult perpetrator. The victim should be given advice on how to avoid inappropriate sexual advances20 and the family briefly counselled on the social, emotional, and legal implications of the abuse. Arrangements for follow up and the possibility of referral for programmes of treatment can be discussed with the family at this time. The social worker responsible for protecting the child and investigating the reported abuse should be informed of the doctor's findings. If further sexual abuse is considered to be likely or there is great concern a case conference is normally arranged by the social services, who must be provided with a medical report.
Psychological damage is a common sequel to sexual abuse and may occur after a single episode.8 Factors associated with a poor long term outcome include prolonged abuse and penetration,92' participation in child pornography,' and, most importantly, abuse accompanied by physical violence.' Mrazek and Kempe in a review of reports identified three types of adverse long term effect -namely, psychological problems such as neurosis, psychosis, depression, and low self esteem; problems in sexual adjustment including dysfunction during intercourse, promiscuity, prostitution, homosexuality, and sexual molestation of children; and interpersonal problems such as conflict with marital partner, parents or in laws, and social isolation. 6 After disclosure of sexual abuse close liaison between paediatricians and the police is important and beneficial to both parties. Sensitive questioning and careful examination of victims in appropriate surroundings by a paediatrician will often provide the evidence required by the police for prosecution. Paediatricians often require help from the police to protect the victim and other children even when the perpetrator is not a member of the family. In cases ofincest legal pressure is usually required to stop further abuse and to ensure that the perpetrator and family participate in a programme of treatment. In most cases of incest non-custodial sentences with a requirement to undertake treatment appear to be effective,22 and the necessary legal mechanisms already exist in the United Kingdom'; custodial sentences are not therapeutic and in most cases merely delay therapeutic intervention.
Initial management should provide care for acute medical, emotional, and social problems, ensure that the abuse stops, and encourage the formulation of plans for treatment while complying with legal requirements.'3 Careful assessment by the police and social workers before the start of either legal or social intervention is vital as several options exist, depending on the nature and severity of the offence. Professionals have to make important decisions at this time and require appropriate training and support.
The long term management of the child, family, and perpetrator is complex. Active intervention is usually indicated, as long term problems are less common if victims receive appropriate treatment22 and have the support of their families.23 Professionals carrying out programmes of management or treatment are normally part of a multidisciplinary team drawn from the health and social services, voluntary agencies, and the police and probation service. Each agency should identify volunteers who agree to undertake this work, as many people have great difficulty in coping with sexual abuse. One advantage of forming a small group of interested professionals is that skill and interdisciplinary Liaison develop rapidly and a focus for referrals is established. The priorities ofeach agency will differ slightly, but the interests of the child must always remain paramount.
Treatment of children who have been sexually abused and their families is usually provided by child psychiatrists, clinical psychologists, and social workers, with support from other professionals and voluntary workers. A plan for treatment should be discussed and agreed at the outset before workers concentrate on helping individual members of the family. Most treatment centres use a combination of family, individual, and group therapy, with groups for parents, perpetrators, and male and female victims 6f similar ages. In cases ofincest an early family meeting is useful, allowing the father to admit sole responsibility and ensuring that all family members understand the facts.'3 At this meeting-the parents can reach agreement about the future care of their children and, if required, arrangements for separation can be made. Subsequent aims of treatment should include prevention of further abuse, improvement in relationships between victim and parents, and resolution of sexual conflicts between parents.24 Approprate care for the emotional problems of the victim and other members of the family must also be provided. Self help groups have proved an effective adjunct to formal programmes of treatment, and in many centres groups have been established for male and female victims, parents, perpetrators, and siblings. '3 Our data and those of-the police confirm the findings of earlier studies, which reported that sxual abuse ofchin is common and widespread. The use of erythromycin for pertussis is based on work showing that this drug reduced the number of days in which patients with pertussis remained culture positive compared with non-treated controls' and the finding that erythromycin may reduce complications arising from this disease.2 It is assumed, though not proved, that positive cultures imply infectivity. In two controlled trials eythromycin faied to reduce the attack rates in household conacs3 and there is no proved evidence for its use in this way. No tials have compared 10 with 14 day treatment periods with regard to reduction of spread of the disease or its complications. Some studies, however, have reported the results of nasopharyngeal cultures longitudinaly in children receiving erythromycin. Henry et al found that bacteriological relapse occurred in some children treated for seven days.' In another study one of 10 children treated for 10 days had a bacteriological relapse one day after stopping treatment and that case remained culture positive for a further four days. ' In a large series reported by Islur et al 96% of children treated with erythromycinwereculture negative by the fourth day and all were by day six. 4 It would seem that children treated with erythromycin will become culture negative within six days and most will not relapse if treatment courses last seven or 10 days. With this information and because there has been no report of bacteriological relapse after 14 days' treatment with erythromycin some authors strongly recommend at least 14 days' treatment' and this is the accepted approach for many clinicians. It remains uncertain whether seven to 10 day courses are reasonable alternatives on the basis of convenience, reduced cost, and less likely organism resistance problems.-G RYLANCE, consultant in paediatrics and paediatric clinical pharmacology, Birmingham. 
